Objective: To compare self-perceived health indicators between ethnic groups in Colombia.
IntroductIon
Ethnicity plays a role as a health determinant and differences in morbidity and mortality across ethnic groups have been documented in scientific literature. [1] [2] [3] [4] [5] It is important to discuss the meaning of health inequalities while considering the socio-economic position and political factors that contribute to health services accessibility and cultural elements that influence the social representation of the healthdisease process. [6] [7] [8] The ethnic composition of industrialized nations differs from developing countries and the analysis of health inequalities requires consideration of the sociopolitical context of the countries; in some cases, changes in ethnic classification captures the emergence or redefines marginal groups. 8 Colombia is a multi-ethnic and multi-lingual country. The National Census (2005) estimates that approximately six million people (14% of the Colombian population) belong to minority ethnic groups. Four ethnic groups have been differentiated from the majority of the population: Indigenous (3.4%), Raizal (0.08%), Afro-Colombian (10.6%) and Romani (0.01%). Currently, it is known that Colombia has of a varied miscegenation interacting with culture and traditions of the country's American, European and African ancestry. 9 Research focused on ethnicity and health in Colombia is not deeply explored. Some possible reasons lie in the lack of published information of epidemiological profiles and of accurate systems for monitoring and surveilling health profiles that include ethnic variables. 10 Notwithstanding, the 2007 National Public Health Survey of Colombia (ENSP-2007) provides an opportunity to observe the magnitude and severity of different health indicators, and variables related to ethnic background, which allows researchers to study associations between sex, social class, education and ethnicity.
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Our study aimed to compare self-perceived indicators according to ethnic groups in Colombia.
Methods
Our cross-sectional study used the ENSP-2007 data, which were collected through face-toface interviews at home (2007) (2008) ; multiple-stage stratified sampling was used. 12 For our analysis, data from 57,617 people ≥18 years were considered.
The group variable was ethnic origin, which was gathered from the household survey by asking as explicative and control variables. Weights derived from the complex sample design were included. Analyses were done separately for men and women. A descriptive study of the sociodemographic variables was carried out. Prevalence and 95% CI of health outcomes were calculated for each ethnic group and conjointly. Subsequently, prevalence of health outcomes was measured for education and occupation according to ethnicity. Chi square tests were used in order to observe statisti-Ethnicity and Health in Colombia -Agudelo-Suárez et al cally significant differences. Logistical regression was used to estimate the relationship between ethnic origins, first in a crude analysis and then adjusted for age, education and occupation. The adjusted models were shown as odds ratios (OR) with 95%CI. All calculations were computed using EPIDAT 3.1 and SPSS 22.0.
Our research was based on secondary data and the survey complied with ethical requirements for research on human beings according to the international standards. results Table 1 shows the sociodemographic characteristics of the study population. Of the 57,617 study participants, 15.5% belonged to a minority ethnic group. Compared with men, a higher percentage of women belonged to Raizal, yet more men than women belonged to the Indigenous group. Nearly half of all in each ethnic group were aged <34 years, with the Romani group having the highest percentage of those aged <34 years. The Palenquero and Indigenous groups had the highest percentage of people with low education levels while the highest percentage of those with university-level education was Raizal. The largest percentage of ethnic individuals were employed by private sector employers (particularly Raizal) or were self-employed work- 
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and adjusting for possible confounders, people who belonged to an ethnic group were more likely to report poor health outcomes; however, statistically significant differences were not observed for injuries from accidents and violence in both men and women. Analysis comparing the different groups showed Rest of the population
Any ethnic group

Figure 8. Self-rated health poor, females, by employment group, Colombia, 2007
Values are weighted. Chi square for difference in proportions (The reference group is the number of people answering ethnicity no): a. P<.001; b. P<.05. Employment group: 1, employers; 2, worker or employee for the government; 3, worker or employee of companies; 4, self-employed professionals; 5, other self-employed workers; 6, semi-skilled/ unskilled manual workers; 7, unpaid workers that men from Indigenous groups and women from Palenquero were more likely to report poor self-rated health and women from Palenquero groups were more likely to report injuries for accidents and violence. The specific analyses of ethnicity, education and sex showed social gradients (Figures 1-6 ). Poor health outcomes were higher among those with low educational levels and better health outcomes were observed in people with university-level education. Statistically significant differences were found in some cases. People from ethnic groups showed poorer indicators when compared with the rest of the population except in case of women with university-level education.
Finally, stratified analyses according to ethnicity, occupation and sex (Figures 7-12) were carried out. Gradients were observed in poor health outcomes while occupations with less qualification had higher prevalences in the three self-perceived indicators. Similar to Figures 1-6 people from ethnic groups showed poorer indicators when compared with the rest of the population.
dIscussIon
This study compared different self-perceived indicators between people reporting to belong to an ethnic group and the rest of the population, as well as differences among ethnic groups. Our main findings provide evidence that the prevalence of poor health outcomes was higher in people reporting to belong to an ethnic group with variations in magnitude and statistical significance by ethnic group and health outcome. Possible interactions among occupation, education level and sex were observed in stratified and multivariate analysis.
Minority ethnic groups could be exposed to situations of social vulnerability, marginalization and
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geographical segregation, which are grounding causes of ethnic health disparities. 3, 8 Longitudinal analyses have emphasized that restrictions on human and civil rights typical of an intercultural imbalance are detrimental to some minority groups as they limit their opportunities to develop satisfactory living conditions. 6 From an ecosocial perspective, 13 historical, biological and social inequalities have been embodied in the structure of societies. 14, 15 In Colombia, the historical accumulation of inequalities has had an impact on the health of the ethnic communities.
Social vulnerability of minority groups should be analyzed within the political context of violence and forced displacement of Colombia's internally displaced people (IDP). Since most people from large rural areas are forced to migrate to urban areas, IDP exacerbates social inequalities generally by moving to neighborhoods where individuals are exposed to precarious employment, poor sanitation and difficulties in living conditions. 16 Minority ethnic groups are over-represented in the total IDP population. 17 It is important to analyze these inequalities in close relationship with the Social Security System in Colombia. 18 The health system provides two insurance plans that aim to cover the entire population: the contributory regime (RC), which serves people with payment capacity (formal workers) and the subsidized regime (RS) for people in a state of social vulnerability. In most cases, minority ethnic groups belong to RS. Despite the political reforms introduced in the 90s, which increased the number of insured people in the system, minority ethnic groups continuously face accessibility barriers and bureaucratic processes that slow down the provision of primary/specialized services. 19 The multiple forms of discrimination (sexism, racism and classism) are based on power struggles between different structures in society. [20] [21] [22] The lack of opportunities offered in social, education and labor market spheres to ethnic groups (similar to other vulnerable groups) could create a context to be interpreted as discrimination. 23, 24 A Colombian qualitative study found other international studies conducted in minority groups. 3 In a systematic review of studies focused on self-rated health as a predictor or as an outcome, results highlighted that minority groups had poorer health than majority populations. 26 Also, these groups may experience stress and language tensions that affect mental health and produce adverse chronic conditions. 26 As an example, Palenquero women were at risk to report injuries from accidents and violence; they could be exposed to adverse working conditions and injuries especially in informal jobs and in fact, they were invisible to official statistical data. 27 Several approaches have been conducted to contribute the ongoing discussions about sex as an analytic category expanding the named sex as a dichotomous variable. We found differences between men and women in some ethnic groups that could be attributed to cultural aspects regarding the sex roles in the society, the social representation of the health-disease process related to ancestral history, the self-concept of body image, viewpoint on life and values. 27, 28 Further research should include other sex-related variables, such as the role played in the family and the workplace, knowledge, attitudes and practices in health. These variables could contribute to knowledge about the intersectionality of ethnicity, sex and health.
The main strength of our study was the size of the sample which represented the country as a whole. Nevertheless, there are also limitations. First, due to the crosssectional nature of the survey, the causal relationships could not be examined. Second, ethnicity data were gathered by asking the respondent. It should be considered that 86% of the Colombian population do not recognize themselves to be of an ethnic origin and probably
consider themselves to be of other groups such as mestizo and White. This situation may have resulted in underestimation of the true extent of health outcomes since other particularities in the rest of the population could not be observed.
Accepting the above limitations, this study adds to the literature by means of understanding the relationship between ethnicity and health in Colombia. It introduces new analyses through self-perceived indicators from a social epidemiology perspective. Primary data could be useful to obtain a greater understanding of specific factors affecting ethnic groups mainly because the interaction of social categories of sex, race/ethnicity and class in subordinate ways is complex. 28 Reducing health gaps between groups will contribute to improve life conditions and decrease the process of historical deprivation. Policy and strategies should help increase social trust and recognize the right of access to health services by social participation and construct ethnic identity. Global policies suggest, among others, to implement a plan of action to include: addressing racism, strengthening the capacity of this population with policies seeking to defend their rights; and creating national registries that include ethnic variables resulting in an inclusive health system.
